4. During the procedure, the biceps tendon may be interposed in the fracture fragments requiring mobilisation. Did the authors experience the same problem? How would they manage it? 5. In the postoperative radiographs, the plate seems to be at a higher level that could result in symptomatic impingement and/or restricted range of motion. Ideally, the plate should be placed 1 to 2 cm distal to the upper end of the greater tuberosity. 5 Please comment on the positioning of the plate. 6. Did the authors find any significant difference in functional outcomes between different fracture types or age groups? 7. It would be better if the authors present their results with meta-analysis and advocate how to improve the drawing of future trials.
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Authors' reply 1. We agree that rigidly fixing the PHILOS plate by locking proximally and distally may produce stress concentration. The rigidity can be reduced by using standard cortical screws in the shaft, but in osteoporotic bones, stable fixation is needed to maintain reduction. Reduction was first maintained using Kirschner wires through the PHILOS plate, then the second combi hole proximal to the distal tip was fixed with a cortical screw, followed by fixation of proximal screws into the humeral head. This approach maintains the fracture-reduction and, to some extent, the rigidity of fixation. The distal-most screw should be fixed monocortically. 2. We never used bone grafts or substitutes in our study as it was not necessary. For fixing osteoporotic bones, use of bicortical locking screws without prior tapping is advisable. 3. We agree that a high plate span ratio reduces the load onto the plate, and increasing the working length of the plate reduces the screw loading. 4. We experienced similar problem intraoperatively, especially in 4-part fractures and fracture-dislocations, and some 3-part fractures. We attempted to mobilise the interposed biceps tendon from fracture fragments. In fracturedislocations and 4-part fractures, we released the tendon from the supraglenoid tubercle (tenotomy) and tenodesed it into the roof of the bicipital groove. In 2 cases with fracturedislocation and in patients aged >70 years, we sacrificed the biceps tendon owing to severe degeneration. We used the biceps tendon as a guide to reduce the fracture fragments in 3-and 4-part fractures. 5. The positioning of the plate should be 2 cm distal to the tip of the greater tuberosity; otherwise, impingement may develop. Thus, the plate was positioned 2 cm distal to the greater tuberosity and initially fixed with Kirschner wires. 6. Functional outcomes differed significantly in different fracture types (Table) . In addition, functional outcome was poorer in patients aged >60 than <60 years, especially in postmenopausal women.
7. We agree that meta-analysis may enable estimation of the treatment effect.
